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 EDITORIAL

US Department
of Health and
Human Services:
A Need for
Global Health
Leadership in
Preparedness
and Health
Diplomacy

More than ever before, the US
Department of Health and
Human Services (DHHS) needs
to be a global health agency,
working to protect the health,
economic, and security interests
of US citizens through global col-
laboration and commitment to
the public good. Public health
preparedness extends beyond
public health surveillance, prepa-
ration for bioterrorism, and politi-
cal policy.1 Preparedness involves
understanding the 21st-century
world—its changing disease bur-
den, its changing demographics,
and its changing political and
environmental substrata.

It is the moral responsibility
of the US government, particu-
larly through its lead health en-
tity, to address the high-disease-
burden global health challenges.
DHHS agencies must work
within multinational and bilat-
eral structures to build consen-
sus, respond to global health
threats, and cultivate science to
build a strong global public
health infrastructure. Global
health is both an economic pri-
ority and a security priority of
the United States.2 Therefore,
the collective expertise of multi-
ple disciplines must be har-
nessed to support the best ap-
proaches to the major global
health challenges. The disci-
plines of epidemiology, health
policy, economics, law, environ-
mental science, and, certainly,
bioethics can make essential
contributions to a comprehen-
sive global health strategy.

In June 2005, at the Global
Health Summit for the US Public
Health Service, US Surgeon Gen-
eral Richard Carmona declared

that global health is a fundamen-
tal moral, practical, and strategic
issue of importance to the United
States and all other nations in the
effort to sustain peace, prosper-
ity, and well-being.3 He asserted
that the US Public Health Service
needs to be a global response
corps, responding not only to
emergencies but to emerging
health problems throughout the
world. Given the continued do-
mestic threat of bioterrorism, the
health threats to the US economy
created by globalization of goods
and services, and the concern
for the health of the millions of
US citizens who travel abroad
each year, global health is now
a critical topic of concern for the
US DHHS.

THE CHANGING WORLD

The world’s population is
growing; more important, it is
aging. Life expectancy is increas-
ing (with some notable excep-
tions4), and advances in biomed-
ical science have reduced
communicable diseases such
that the proportion of global
mortality caused by noncommu-
nicable diseases is increasing.
Alarmingly, the majority of this
burden is in developing coun-
tries. The dissemination of risk
factors for noncommunicable
diseases is also increasing, with
smoking and childhood obesity
rates increasing so much that
diabetes, cancer, and, especially,
coronary heart disease rates will
grow dramatically in both the
developed and developing
world.5 These risk factors fly
under the radar of US foreign
aid, especially in developing

countries, where communica-
ble diseases still attract the
most attention.

Injuries are a neglected area of
concern, but they are a major
contributor to the global burden
of disease, especially for children
in developing countries. More
than 90% of the world’s deaths
from injuries occur in low- and
middle-income countries.6 The
World Health Organization
(WHO) has estimated that by
2020, road traffic injuries will
displace other diseases and con-
ditions as the second leading
cause of disability-adjusted life
years lost in these countries.7

The unfinished agenda for
communicable diseases (which
account for 43% of the global
burden of disease), particularly
diseases that are treatable or pre-
ventable through public health
interventions, requires increased
investment, especially from de-
veloped countries such as the
United States. The “10/90 gap”
in health, in which 90% of the
global burden of disease receives
only 10% of the global research
investment,8 should cause us as
a society, and DHHS as an
agency, to rethink priorities. Or-
ganizations such as the Bill and
Melinda Gates Foundation and
multilateral organizations such
as WHO have heeded this mes-
sage. Nevertheless, government
commitment is critical.

Poverty is a determining fac-
tor in health disparities, and
more than 1 billion of the 6 bil-
lion people on Earth live on
less than $1 per day. Another
2.7 billion survive on less than
$2 per day. Poverty not only
affects economic stability but
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also food security, sanitation,
the environment, women’s
health, and literacy. Therefore,
foreign aid is a health mandate.
It has been suggested that devel-
oped countries should invest
0.7% of their gross domestic
product (GDP) in foreign aid.
Currently, only Denmark, Lux-
embourg, the Netherlands, Nor-
way, and Sweden do so, but
several other countries have
committed to this level of invest-
ment over the next 5 years.9

The United States, which is not
among those countries, invests
less than 0.1% of its GDP in for-
eign aid for health and economic
development.

Political, social, and economic
transitions that occurred as a
result of political change in
the former Soviet Union and the
Russian Federation in the early
1990s led to a sudden increase
in mortality across the region,
with more than 80% of deaths
attributable to preventable
causes, especially cardiovascular
disease, alcoholism, and injuries.
As a result, Russia experienced
some of the most dramatic popu-
lation declines observed in re-
cent history. Health reforms
have been implemented, but
provide too few resources to the
noncommunicable disease epi-
demic as well as to HIV/AIDS
and multidrug-resistant tubercu-
losis.10 These problems are real
global threats in a critically im-
portant nation with nuclear secu-
rity, bioweapons, and terrorism
concerns; these threats must
concern us both as a sovereign
nation and as an ally. Research-
ers and health professionals in
the United States and Russia can
reduce the impact of noncom-
municable diseases and improve
the global response to HIV/
AIDS and tuberculosis if they
are encouraged to cooperate in

scientific and health diplomacy.
Currently, such cooperation is
lacking.

INDEPENDENCE OF THE
DEPARTMENT OF HEALTH
AND HUMAN SERVICES
AT RISK

The DHHS is a global agency.
It is the source of a large major-
ity of global biomedical research
support and also much of the
science base for global health
improvement. Yet now the scien-
tific base for DHHS is under at-
tack as well. In 2004, the Union
of Concerned Scientists issued a
heavily cited report criticizing
the interference of political
processes in the scientific prac-
tices of various federal agen-
cies.11 This interference extends
to international health diplo-
macy; DHHS agencies have

been limited in their scientific in-
dependence and participation
through political restrictions on
travel, scientific input, and col-
laboration.12 Independence
among DHHS scientists is criti-
cal to maintaining the integrity
of the governmental scientific es-
tablishment. Moreover, pre-
paredness involves attracting the
very best scientists and profes-
sionals into government. With-
out assurances of integrity and
independence, who will be at-
tracted to government service?
Even now, morale and vacancies
at various DHHS agencies are of
real concern. In addition, inde-
pendence also needs to be as-
sured for academic institutions
that implement DHHS programs.
DHHS and academia share the
same imperatives for intellectual
freedom, scientific integrity, and
pursuit of the public good.

Recently, the Institute of Med-
icine researched the options for
establishing (with support from
the Presidential Emergency Plan
for AIDS Relief) a global health
service corps to respond to
human resource deficiencies in
countries deeply affected by
HIV/AIDS, analogous to the for-
mation of the Peace Corps a gen-
eration before.13 This is an im-
portant idea that could serve
many purposes. First, it would
provide a highly desirable oppor-
tunity for fully trained, early-
career US health professionals
to contribute to the global public
good through government ser-
vice. Second, it would provide
desperately needed expertise to
make use of the rapidly increas-
ing global resources for HIV/
AIDS from the US government;
the Global Fund to Fight AIDS,
Tuberculosis, and Malaria; the

Without access to generic antiretroviral drugs, treatment for most HIV-positive South Africans would likely be unafford-
able. The Siyaphila La [We are living here] HIV-treatment program in the Eastern Cape Province’s Lusikisiki district
provides patients with the generic fixed-dose combination drug Triomune. Nozamile Ndarah, age 22, is seen here in
2004 shortly after she has been prescribed the drug. Photo courtesy of Gideon Mendel/Corbis.
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World Bank; WHO; and others.
Third, it would give a positive,
human face to the US presence
abroad, much as the Peace Corps
has done for the last 4 decades.
Finally, it would stimulate train-
ing and educational responses to
global health challenges within
US health sciences schools. The
DHHS needs to support this ini-
tiative, as it is one of the best
ideas yet to arise from the cur-
rent political landscape.

GLOBAL GOVERNANCE IS
A NECESSITY

Global governance—collaborative
efforts among sovereign nations
to solve transborder problems—
should be not feared but em-
braced by the DHHS. Recently,
the World Health Assembly ap-
proved revisions to the Interna-
tional Health Regulations. These
revisions will markedly expand
efforts to control disease out-
breaks, reduce the impact of false
alarms, and improve responses
to emerging global health threats.
The International Health Regula-
tions ensure maximum protection
against the international spread
of diseases while minimizing in-
terference with world travel and
commerce.14 Global threats re-
quire nations to work together
and build consensus through
such agreements.

In another example of global
governance efforts, WHO en-
acted the Framework Convention
on Tobacco Control (FCTC), the
first international health treaty
negotiated under WHO bylaws.
The increasingly global nature of
the tobacco industry and the
risks it poses to public health re-
quire a transnational approach to
regulation. To create a gover-
nance mechanism that can effec-
tively counter the global tobacco
epidemic, WHO involved a

broad range of interest groups in
negotiating the FCTC. As imple-
mented, the convention requires
countries to impose restrictions
on tobacco advertising, sponsor-
ship, and promotion; establish
new packaging and labeling of
tobacco products; establish
clean indoor air controls; and
strengthen legislation to reduce
tobacco smuggling. To date, 93
states have ratified the FCTC,
causing it to come into force as
of February 28, 2005; unfortu-
nately, the United States is not
among these countries.15 As
former surgeon general David
Satcher stated, “Many countries
are looking to us for leadership
in combating the global tobacco
epidemic. Now is the time to
work with these countries by rati-
fying and supporting the tobacco
treaty.”16 Given that the FCTC
builds on evidence for successful
tobacco control cited in many re-
ports of the surgeon general, it is
ethically unconscionable that the
United States does not provide
the leadership, support, technical
assistance, and funding to imple-
ment this treaty globally.17

CONCLUSION

The DHHS, the Office of the
Surgeon General, and the US Pub-
lic Health Service are uniquely
positioned to contribute to global
health, prosperity, and security
through leadership and collabora-
tion with other nations, multina-
tional organizations, civil society,
and the scientific community. Pre-
paredness is not only surveillance
and vigilance for bioterrorism but
a broader response involving re-
assertion of scientific integrity,
commitment to public service,
and expanded global health edu-
cation within the health sciences.
The resources available to the
DHHS, both financially and by

virtue of “the bully pulpit,” are
considerable. History will judge
how well our health leaders use
these gifts.

Thomas E. Novotny, MD, MPH
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